Introduction: We created a curriculum to help new physicians and nurses develop skills in interprofessional collaboration. This modular, team-based curriculum for early practitioners delivered training in the five following skill areas: listening for meaning, soliciting another's perspective, negotiating a transparent plan of care, attending to nonverbal communication and microaggression, and speaking up the hierarchy. Methods: We brought first-year medical and surgical residents and new nurses together for a 2-hour session monthly for 5 months. Each session began with an interactive large-group presentation, followed by small-group activities covering one of the five skill areas above, which had been identified as critical to interprofessional collaboration by national organizations. We measured relational coordination (RC), a validated measure of how well teams work together, before and after the curriculum was administered. We also obtained qualitative data from participant interviews and end-of-session evaluations. Results: Participants reported that the program helped them gain an understanding of each other's roles and workflow challenges. They felt that the curriculum allowed for the cultivation of professional relationships outside the clinical environment, which improved collegiality via gains in rapport and empathy towards each other. Nurses noted increased approachability of their physician colleagues after participation. RC scores improved for the entire cohort (p = .0232). Nurses had statistically higher RC gains than interns did (p = .0055). Discussion: Curriculum participants demonstrated improved RC scores and reported increased rapport with and empathy for each other. Curriculum development in this area is important because it may lead to better team-based patient care.
Introduction
It has long been recognized that medical and nursing education frequently occurs in silos, emphasizing individual knowledge and skills, which results in a hierarchical framework that often portrays the physician as captain of the ship. However, substantial data exist to support the idea that all practitioners need to function as part of an interdependent and interprofessional team in which good patient care depends upon collaboration, teamwork, and communication. To change the culture of health care from silos of expertise to teamwork, new and creative models of health care education that emphasize team-based competencies are critical.
We developed and implemented a five-module curriculum with the goal of enhancing the collaboration skills of first-year nurses and PGY 1 physicians. We chose module topics to align with the team-based communication and relational subcompetencies identified by the Accreditation Council for Graduate Medical Education and the core competencies for interprofessional collaborative practice developed by the Interprofessional Education Collaborative Expert Panel as critical components of teaming. Within each topic area, we identified practical skills that would help participants function as effective members of interprofessional patient care teams. We deliberately targeted new practitioners who, by learning to frame patient care decisions as collegial conversations, might project a less hierarchical culture than is currently perceived to exist in some areas of health care.
We identified relational coordination (RC) as an outcome measure to gauge the efficacy of the curriculum. RC is a validated measure of how well teams work together. It is a reflection of team members' shared goals, shared knowledge, and mutual respect for one another and utilizes communication that is timely, accurate, frequent, and focused on problem solving rather than blame. A critical synthesis package containing a copy of the Relational Coordination Survey, as well as supplementary material to support its use, has previously been published in MedEdPORTAL. High levels of RC have been associated with better outcomes across many industries, including health care.
Few curricula that impact RC have been developed; however, there is some evidence that RC can be taught. The TeamSTEPPS team-building program developed in partnership with the U.S. Department of Defense has been proposed as a method for improving RC scores and has been associated in one small study with an increase in RC within a health care team.
Our curriculum makes several unique contributions to the field of interprofessional education and collaboration. Our program validated a connection between interprofessional education and RC set forth by Gittell, Beswick, Goldmann, and Wallack. We measured RC before and after our curriculum, providing statistically significant evidence that the curriculum improved RC scores between physicians and nurses, thus adding needed evidence to the body of interprofessional education and collaboration literature. From an educational standpoint, our resource allowed learners from both professions to hone communication skills in tandem, created space and time for peer feedback between professions, and was embedded at a point in time when both professions were undergoing active clinical training.
Methods

Curriculum Overview
Eight surgical nurses and 15 surgical interns met for 2 hours, one morning a month, for 5 months from August to December. Seven medical nurses and an average of 24 medical interns (their numbers varied because of off-site clinical rotations) also convened for the same duration. The session topics were (1) listening for meaning, (2) soliciting another's perspective, (3) negotiating a transparent plan of care, (4) attending to nonverbal communication and microaggression, and (5) speaking up the hierarchy. Although the session topics could be administered in any order, we chose to arrange them in this way because we felt it allowed for a natural progression of building skills developed during previous sessions. We made a conscious choice to allow time (in this case, a month) between sessions in order to give participants the opportunity to practice a specific skill in the clinical setting before adding a new skill. We were deliberate in the addition of downtime during each session to permit nonstructured social interaction and rapport building among participants.
Session structures varied slightly based on their content. A general session structure overview is included below. There was no required preparation on behalf of the learners. At the beginning of each session (other than the first), participants were asked to complete an entry ticket (Appendix A), which asked them to describe how much they had practiced the skill learned at the previous session (~10 minutes). This was followed by a large-group interactive presentation, during which two interprofessional facilitators defined the skill that was the focus of the session, related its value to collaborative team-based care and quality of care outcomes, and demonstrated how to operationalize it (~50 minutes). Next came a 15-minute break, after which the participants were divided into small groups and provided with practice activities that allowed them to apply the new skill to simulated patient care activities (~45 minutes). We asked participants to ensure that both professions were represented in each small group. The large group then reconvened for a debriefing and homework assignment that encouraged participants to continue to practice the skill on the clinical unit. At the conclusion of each session, participants were given instruction and a tagline or phrase to help them continue practicing the skill on the clinical unit and completed a session evaluation (Appendix B).
In order to create some consistency between facilitated sessions, we asked facilitators to follow an ask, say, do format when developing facilitation guides. In this format, facilitators are requested to say something to or ask something of learners or do something (such as distribute materials). This model is adapted from a behavioral model used in the Positive Parenting Program (a.k.a. Triple P).
Introduction and Module 1: Listening for Meaning
The Introduction was designed to introduce learners to the concept of RC and team-based care, as well as to provide an overview of the curriculum. Learners were taught the definition of RC and its requisites. They were instructed on how to identify interactions between interprofessional roles and appreciate the perspective each brings to collaborative patient-centered care. The Introduction also described the significance of silos and hierarchies (perceived power gradients) with regard to RC. The goal of Module 1 was to provide learners with an opportunity to identify and mitigate communication pitfalls related to failure to listen attentively for meaning (interrupting or reacting before the speaker finishes, losing focus, ignoring the speaker's feelings, neglecting to demonstrate acknowledgment of content) and to demonstrate mechanisms for closing the loop of communication. Participants developed a virtual toolbox of ways to augment their listening. As a homework assignment, participants were asked to purposely practice these new listening tools on the clinical unit and to track their effectiveness.
Brief session structure overview: We recommend 120 minutes for the Introduction and Module 1.
• 0-10 minutes: Present Introduction slide deck (Appendix C).
• 10-60 minutes: large group. Guided by the PowerPoint slide deck in Appendix D, facilitators and participants share stories where communication breaks down as a result of poor listening. An exercise is offered during which participants utilize storytelling to highlight common pitfalls in listening.
• 60-75 minutes: break. Downtime with snacks is an excellent way to encourage unstructured relationship building between professions.
• 75-110 minutes: small-group exercises. Participants share in small groups a past experience during which active listening did not occur, and the group attempts to devise strategies that would have improved the outcome. Additionally, participants create a toolbox to enhance their listening skills.
• 110-120 minutes: Reconvene the large group to debrief the exercises, review the homework assignment, and allow participants to complete the session evaluation (see Appendix B; insert "active listening for meaning" for the session being evaluated).
Included in Module 1 are scripted PowerPoint slides (Appendices C & D) and practice activities instructions (Appendix E).
Module 2: Soliciting Another's Perspective This session was designed to enhance learners' understanding of the value of tapping into other team members' unique perspectives that reflect their particular sets of knowledge. The goals for this session included acclimating learners to specific wording that would be effective in soliciting another's perspective. Taglines equipped participants with some initial wording to assist them in gathering data from others until they found their own wording (see Appendix F). The module included a simulation practice activity that showcased the unique information multiple team members bring to the discussion of designing and implementing a patient-centered discharge plan. Another goal of this module was to allow learners to practice soliciting critical information from a variety of care providers and encourage them to continue practicing on the clinical units. As a homework assignment, participants were encouraged to use the taglines learned in class to practice soliciting the perspectives of others on the clinical unit.
Brief session structure overview: We recommend 120 minutes for this module.
• 0-10 minutes: Have participants complete the entry ticket, which assesses their memory of the previous session and how much they have practiced the preceding communication skill (see Appendix A).
• 10-50 minutes: large group. The scripted PowerPoint slide deck (Appendix F) provides an overview of the necessity for obtaining all perspectives from team members before comprehensive collaborative care can be delivered. It emphasizes the necessity of balancing advocating one's own viewpoint with inquiring into the viewpoints of others.
• 50-65 minutes: break. Downtime with snacks is an excellent way to encourage unstructured relationship building between professions.
• 65-100 minutes: small groups. Equipped with some tools for soliciting another's perspective, participants are split up into small groups to complete a puzzle activity (see Appendix G). Each group member has a puzzle piece containing unique information necessary to complete a patient discharge plan. Participants must solicit information from others in the group who, when successful, are able to fit their puzzle pieces together.
• 100-120 minutes: Reconvene the large group to debrief the exercises, review the homework assignment, and allow participants to complete the session evaluation (see Appendix B; insert "soliciting another's perspective" for the session being evaluated).
Included in Module 2 are scripted PowerPoint slides (Appendix F) and practice activities instructions (Appendix G).
Module 3: Negotiating a Transparent Plan of Care This module was designed to give participants tools to negotiate patient care plans. Practitioners need to balance advocating for their preferred plan of action with being open to the perspectives of others. At times, a person needs to find out the driving force behind another's chosen course of action and understand that both parties want the same outcome but disagree on how to get there. The goals for this module included participants demonstrating effective tactics to enter into effective negotiation, articulating factors and tactics that could impact the process of negotiation, and, finally, summarizing important steps to follow after negotiations have concluded. As a homework assignment, participants were encouraged to practice the skills they had learned to elevate their negotiations of treatment plans on the clinical unit.
• 0-10 minutes: Have participants completed the entry ticket, which assesses their memory of the previous session and how much they have practiced the preceding communication skill (see Appendix A).
• 10-60 minutes: large group. Following along with a scripted PowerPoint presentation (see Appendix H), participants engage in learning effective tactics for entering into a successful negotiation. Participants discuss how influencing factors such as culture, position, and past experiences affect the negotiation process. A case example is provided in which participants propose advice to assist a subject in negotiating work duties.
• 75-110 minutes: small groups. Small-group participants engage in a role-play exercise in which each plays the role of a family member or health care team member. Each is tasked with proceeding through the three steps of negotiation to come up with an agreeable treatment plan for a critically ill young man who does not have an advanced directive (see Appendices I & J).
• 110-120 minutes: Reconvene the large group to debrief the exercises, review the homework assignment, and allow participants to complete the session evaluation (see Appendix B; insert "negotiating a transparent plan of care" for the session being evaluated).
Included in Module 3 are scripted PowerPoint slides (Appendix H), practice activities instructions (Appendix I), and a handout scenario for role-play (Appendix J).
Module 4: Attending to Nonverbal Communication and Microaggression
This module was designed to highlight how people say so much without ever uttering a word. Participants learned to be cognizant of what their body language or nonverbal cues conveyed to others. The goals for this module were to identify micro and macro nonverbal communication behaviors that enhanced or detracted from collaborative communication, as well as positive and negative nonverbal behaviors in oneself and peers. Likewise, the module provided an opportunity for learners to recognize the use of these techniques through observation. Finally, learners employed positive nonverbal techniques in simulated patient scenarios. As a homework assignment, participants were encouraged to note their own nonverbal communication cues and those of their colleagues on the clinical unit and to purposefully employ more positive nonverbal communication cues learned in class.
• 10-50 minutes: large group. Following along with a scripted PowerPoint slide deck (Appendix K), participants learn valuable nonverbal techniques that enhance communication and empathy. Pitfalls of microaggression are also explored.
• 65-110 minutes: small groups. Break participants up into small groups for a role-play activity.
Participants play interprofessional team members and family members who must attend to their nonverbal communications as they develop a discharge plan for a patient (see Appendix L).
• 110-120 minutes: Reconvene the large group to debrief the exercises, review the homework assignment, and allow participants to complete the session evaluation (see Appendix B; insert "attending to nonverbal communication" for the session being evaluated).
Included in Module 4 are scripted PowerPoint slides (Appendix K) and practice activities instructions (Appendix L).
Module 5: Speaking Up the Hierarchy This module was designed to help learners understand why it is so difficult to speak up the hierarchy in the clinical setting, why some issues are easier to speak up about than others, and why it is so important to do so. Participants reflected on their own unique fear response and developed tools to combat the physiological responses to stress that impede speaking up. The goals of this module were to help learners identify barriers and facilitators to speaking up, as well as to analyze the role of fear in the process of speaking up or remaining silent. Likewise, this module allowed learners to evaluate their own personal fear response and enact strategies for productive action in its presence. Finally, this module provided learners with an opportunity to create an action plan to try out new skills in clinical practice. As a homework assignment, participants were encouraged to take an index card and on one side write down something they had learned about themselves that they wanted to remember from this session. On the other side, they were asked to write down a concrete plan for how they wanted to practice their communication skills with their colleagues. They were also requested to integrate insights from this session with the four communication skills of the previous sessions, thus linking the five sessions.
• 10-15 minutes: Review the skills gained from the previous sessions and the objectives for this module.
• 15-45 minutes: large group. Following along with the scripted PowerPoint slide deck (Appendix M), participants reflect on a quote from a medical student in which nothing was said following an inappropriate conversation between an attending and a patient. In pairs, participants then explore their own experiences with speaking up in different situations.
• 45-60 minutes: break. Downtime with snacks is an excellent way to encourage unstructured relationship building between professions.
• 60-100 minutes: small groups. Participants explore their individual fear responses to understand that each person has his/her unique fear response regardless of the situation. Participants then practice some concrete tactics to assist them in overcoming their unique fear response so they may be successful in speaking up in difficult situations (see Appendices N & O).
• 100-120 minutes: Reconvene the large group to debrief the exercises, review the homework assignment, and allow participants to complete the session evaluation (see Appendix B; insert "speaking up" for the session being evaluated). If desired, this is an appropriate time to summarize the curriculum and obtain curricular feedback.
Included in Module 5 are scripted PowerPoint slides (Appendix M), a handout to guide discussion (Appendix N), and practice activities instructions (Appendix O).
Data Collection
To gain qualitative feedback on the curriculum, we recruited eight participants for semistructured interviews. These occurred 1 month after the program ended. An email was sent to all participants describing the purpose of the interviews, the time commitment, and compensation in the form of Starbucks gift cards. Of our group of eight recruits, the first six responded to this email. A verbal request to interns by a member of the research team was used to recruit the last two participants. Ultimately, two medicine MD interns, two surgical MD interns, two medicine RNs, and two surgical RNs participated in these one-on-one interviews with a member of the research team.
Interview questions were open-ended, permitting greater breadth and depth of responses (see Appendix P for the interview guide). Interviewees were labeled with a subject and number to link their responses to their profession, but they were not linked to the RC survey. Each interview was voice-recorded with the interviewee's knowledge, and the audio recordings were transcribed verbatim into approximately 2-3 pages of text.
One week prior to the beginning of the course, participants, in their own professional groups, received a 10-minute orientation to the program including logistics and expectations. At this time, learners completed the Relational Coordination Survey. The Relational Coordination Survey is a seven-question Likert-scale survey that measures four aspects of communication-frequency, timeliness, accuracy, and problemsolving nature-and three dimensions of interdisciplinary relationships-sharing knowledge, sharing goals, and demonstrating mutual respect. It has been validated in the airline industry and in health care to measure the degree of coordination among team members. The Relational Coordination Survey is a proprietary instrument. It is not necessary for implementation of this curriculum, but those wishing to use the survey must obtain permission from RC Analytics.
We also investigated the impact of our program on patients' perceptions of RC. Five days prior to the start of the educational program and again 1 month after the conclusion of the program, patients on the medical and surgical units completed a version of the Relational Coordination Survey, developed for us by RC Analytics, to assess for an atmosphere of change on those units in conjunction with our curriculum. Additional data collected to evaluate the curriculum included entry tickets, which used self-reporting from participants to determine how much they had practiced each new skill between sessions; evaluations completed by participants at the conclusion of each session; and participant interviews 1 month postcurriculum.
Data Analysis
Quantitative analysis: Paired t tests were used to compare the 41-participant cohort's RC pre-and postcurriculum. The Wilcoxon signed rank test was used to compare subsets of the cohort.
Qualitative analysis: Two members of the research team independently reviewed the transcripts line by line, then hand-coded for salient issues. These issues were categorized by relevance. Next, two researchers compared their groupings and identified four overarching themes and several subthemes. These groupings were then passed along to a third researcher, who validated the categories and selection of categories into thematic groupings. Rich quotations were selected to support each of the themes and subthemes across the database.
Results
Quantitative Results
The paired t test comparing the overall cohort's pre-and postintervention measures of RC determined that participation in the interprofessional curriculum was associated with increased RC (p = .0232). The Wilcoxon signed rank test comparing physicians' and nurses' RC pre-and postintervention revealed that nurses achieved a greater rise in RC postintervention than physicians (p = .0055). Furthermore, we compared pre-and postintervention RC of medicine and surgery, combining nurses and physicians within each discipline, and found medicine had greater gains in RC than surgery (p = .0286). There was a stronger correlation between our curriculum and RC for medicine over surgery and for nurses over interns.
While not statistically significant, RC increased more for medical nurses than surgical nurses, as well as for participants who attended three or more sessions (Table 1) . Qualitative Results
The following themes emerged from the transcripts: relationship building, gaining insight into workflow issues, surgical culture as a barrier to engagement in the curriculum, and curricular feedback ( Table 2 ). 
Relationship Building
Interviewees stated that the strength of the curriculum was that it allowed them to cultivate outside of the work environment both inter-and intraprofessional relationships that impacted team dynamics on the clinical unit. Subcategories within relationship building that came to light included rapport, empathy, collegiality, and approachability.
Rapport: All participants, without interviewer prompting, brought up building rapport as a benefit of the curriculum.
• Medical RN: "I think the most helpful was when we had time to break down into groups for each session. They would split us up a few nurses and a few residents into groups. I thought that was most beneficial because that was when you kind of get that one on one or three on one type of rapport build up and really discuss things and talk about things."
Empathy: Empathy grew out of rapport. Seven out of eight participants voiced a new understanding and empathy for the challenges faced by other disciplines. They spoke of the value of each other's roles, knowledge, and skills.
• Surgical MD: "It was nice getting to know a little bit more about the nurses and to hear about their perspectives, that they've been in similar situations. . . . I think the nurses probably gained the most out of it, to be honest, because there were some activities where they would hold our pager, in a simulation, and they didn't really get how much we were paged. And I think it was helpful; they're like 'Oh wow, now I understand why when I page you for a glucose check, why there's going to be a delayed response.'" Collegiality: Nurses stated that the program helped them feel less intimidated by physicians. They stated that getting to know physicians outside the clinical unit facilitated the development of collegial relationships.
• Surgical RN: "There have been nights where it was a little bit slow, and this resident needed to catch up on his charting and I didn't need to be in my patient's room at that time, and he came over and did his charting next to me and we talked a little bit. And I think that was because of this class. I don't think that would have just happened. Cause I wouldn't have just had the courage to talk about regular non-medical things with a resident who I previously viewed as a superior. Now I view them as a different discipline, not necessarily as an equal cause a nurse can't do the same thing as a doctor can.
I don't view them as my boss, I see them as a colleague, just in a different discipline."
Approachability: Nurses shared feeling scared of and intimidated by engaging with physicians at the outset of the curriculum, but three of four nurses interviewed stated this program helped them overcome these insecurities.
• Surgical RN: "I was kind of intimidated by the doctors at first because I was new and talking to them was kind of hard for me. I don't know, I was kind of nervous. But this really helped! Because it developed a rapport with them, the residents who I talk to every single day; I still see the ones that were in the class. It helped me feel more comfortable communicating with not only the residents, but the care coordinators, therapists." • Surgical RN: "You get off of orientation and they kind of drop you off in the wild and you're there by yourself. It's a little bit intimidating to have to address a doctor. It's just kind of your judgment call and you're a little bit afraid that you're calling them for something stupid. So it's just a lot of intimidating as a new nurse to call a doctor. This program helped show that they're just people too. And they're new too. And they're probably just as nervous from a nurse saying that there's something wrong with their patient. It kind of humanizes doctors in a way."
Gaining Insight Into Workflow Issues Both MDs and RNs found value in gaining understanding of each other's roles and workflow issues. Specific topics of interest were pager burden, interdisciplinary narratives, rounding, and understanding each other's roles.
Pager burden: Nurses and physicians brought up paging as a workflow issue that needed attention. Nurses found value in gaining better understanding of text paging, and physicians were gratified by nurses gaining firsthand experience with pager burden during a simulated role-play where nurses played the physician and experienced the number of times they were summoned by beeper.
• Surgical RN: "The content itself was interesting because it gave me an opportunity to convey my perspective of some sort of instance on the floor and the residents were able to convey their feelings about the same issue. The one example that sticks out in my mind, the one resident said that she hates it when she gets a page that just has a phone number on it. 'Just call this phone number.' It doesn't give any backstory for what you're calling for. That stuck with me because I never thought about it. Cause if I never text-page you and just give you my phone number and you don't get back to me right away, then I get really mad." • Surgical MD: [Any specific topic you wanted them to address?] "The pager burden. I think understanding our round times, when we usually round, our access to computers. Some of the pager burden, like when they ask for something and they don't get something and an hour later, they page you again, but you're on rounds. Understanding our processing a little more."
Interdisciplinary narratives: Physicians found addressing the purpose of the interdisciplinary narrative to be helpful in mitigating some of their defensiveness over nurses' entries.
• Medical MD: "And the sessions we had talking about things like the pager and getting paged, and things we talked about with respect to interdisciplinary narratives. All those things kind of happened on their own without any involvement. I found those brief moments to be quite helpful. Hearing about why they're putting in what they're putting in into the interdisciplinary narrative, I think it helps everyone understand what it's there for, so we're more understanding when we see the notes." • Medical MD: "It was nice to talk to people from a different discipline. Sometimes they would make comments that we don't really think of. Sometimes, if you get a call from a nurse and they say something you don't think is really important, and you'll say, 'Okay, we'll just watch it.' But sometimes they'll get snarky on the interdisciplinary narrative, and say, 'I called the resident and she's not doing anything; she's ignoring my calls.' And we don't have a way to defend ourselves. And this was brought up a lot, and the nurses would say, 'It's our way of covering ourselves. Cause we're liable for the patient. So if the patient crashes and there's nothing documented, I was at least aware they're getting hypoxic and I tried to do something about it.' That, I think was helpful."
Rounding: Nurses reported that being included in the rounding made them feel they were valued members of the team and made their workflow more efficient.
• Medical RN: "I'm actually really surprised by the residents. I didn't really think that they would acknowledge how much nursing does but I realize that they do and I really appreciate that. A lot of the residents, when they do their pre-rounds in the morning, they'll come by and ask nursing, 'What were your concerns overnight? And what happened?' I feel like that's a great way to communicate in the morning." • Surgical RN: "I think I always make sure now I round with them in the morning because that kind of just sets up my whole day. I don't think I really saw how important it was before this class to round and get all my questions answered in the beginning of the day because that sets where I go from there and that prioritizes everything."
Understanding each other's roles: Social interaction and small-group activities promoted understanding of physicians' and nurses' roles, responsibilities, and challenges.
• Medical RN: "I definitely think the residents got an understanding of nursing. Because a lot of the times during sessions, they would be like, 'Oh, I didn't know you did that.' And there was even one resident who said that 'I didn't understand that if I don't make a decision, my indecision impacts you, because you have to still deal with the issue.' And I thought it was really enlightening for some of the residents."
Surgical Culture as a Barrier to Engagement in the Curriculum Surgical interns perceived a disconnect between ideal communication behaviors and those modeled by their attendings and chief residents on the clinical unit. The strict hierarchical culture impeded interns' engagement in the curriculum because they believed these learned competencies clashed with the surgical culture on the clinical unit. While they approved of the premise of the program, its application was challenged. They desired the attendance of their superiors as well as other senior clinicians at the educational sessions.
Attendance of senior providers: There were repeated wishes that senior providers would also attend these sessions to promote continuity of competencies on the clinical units.
• Surgical MD: "All the interns wanted to have the chief residents and attendings and the fellows there. We all wanted really badly to have the attendings listen to these things, but it never happened. So after a while, we were just like this is pointless." • Surgical MD: "Nursing doesn't have to go through the hierarchy that we have to. So there's been several occasions where an older nurse will interrupt an attending during rounds for something. Or they'll be very rude to residents. And the new nurses, they pick this up. They're not going to emulate the older nurses, but it's the older nurses who tend to be the most abrasive. So maybe getting them involved." Curricular Feedback Participants related several barriers to full engagement in the program. Nurses stated that the timing of the sessions was a challenge: Those working nights had to come directly to the 8:00 a.m. session after a 12-hour night shift or return 4 hours later for the noon session. The medical interns reported workflow challenges on the clinical unit despite the fact that educational sessions occurred during their education time.
While some participants liked the lectures, most appreciated breaking up into small groups of MDs with RNs to explore the concepts further. Participants stated that the unstructured social opportunities for the different disciplines to mingle and discuss common workflow issues were as beneficial as the competencies content.
• Medical RN: "I found the lectures not helpful, kind of a waste of time. But when you're talking with each other, that was beneficial." • Surgical RN: "I think that it would have been really helpful to substitute some of the sessions or have one or so additional sessions that have absolutely nothing to do with the medical profession at all. So just like a social gathering. Because the one thing that really helped, was at the beginning of the session, since we had to sit kind of mixed together, if you were sitting next to someone who was more of a social butterfly, you guys got to talking and to know each other and they were more approachable, and then when you see them on the floor, then all of sudden it's easier to talk to that person because you already have that social set up. Maybe for the first session, stick residents and nurses in a room and set up food. . . . I would say to go in with an open mind because I definitely came in with a closed mind. It's definitely going to be worth your time even if you don't necessarily think the material is the best material or that you don't really need to know it. At least take advantage of the social opportunity to talk with the residents and other nurses. . . . I walked away not necessarily having the content making any sort of change in me, as much as communication with the residents." • Medical MD: "I felt like the problem with our communication is that we have issues which we don't have time to address. So the most beneficial things that happened were before the sessions started when we were just talking to nurses."
Physicians complained that the role-play activities were frustrating when members of the actual discipline were not present to play their authentic roles. One nurse responded very positively to the role-play activities.
• Medical MD: "We're asked to take on the role of someone we have no idea what their viewpoint is. So even those interactions became pointless. So if I asked you to pretend to be a surgical resident that if I make a request that would be unreasonable to a surgical resident, you may or may not know. So that interaction to me is void because if I say to you, 'Hey, I feel like this is a surgical patient,' you're likely to say okay. Whereas in a real situation, a surgical resident may say, 'Well, we don't feel like we should because of this, this and this.' But because we're playing roles and have no idea what their real functions are, it's hard to get a view point of the interaction." • Surgical MD: "The group activities, them giving us scenarios to work through and we played different roles. It'd be nicer if we had representatives from those different groups-social worker, physical therapist-then they could play the different roles. I think it was helpful for the nurse to hold the MD role because they got to see how difficult it was. But we didn't have much insight into social work or physical therapy." • Surgical RN: "I think the role-playing was really helpful cause we got to see kind of what they do each day and how this communication affects them and the patient as a whole."
Weekly session evaluations by participants provided valuable feedback, including the following:
• Two hours is a reasonable amount of time for each session.
• Practice scenarios should include actual members of each function portrayed in the scenario. (We had asked interns to play pharmacists and therapists, but they felt they did not have enough knowledge about the values and responsibilities of those other roles.) • More time just to talk freely with members of the other profession about their roles, responsibilities, and challenges would be helpful.
• More relatable scenarios for practice activities, including text paging and call escalation, should be created.
Discussion
Our goal was to design a curriculum that improved RC between learners from different disciplines through a combination of interactive sessions that focused on skills necessary for team collaboration, as well as opportunities for social interaction outside of the clinical environment. We chose participants who were advanced enough to have differentiated into career identities but novice enough in their careers to not yet have developed set practice patterns. We capitalized on protected education time for both physicians and nurses still in orientation in order to minimize conflicts with clinical workflow.
Future work with this curriculum may include changing the order of modules, the time frame in the careers of physicians and nurses in which the curriculum is offered, and the time of day sessions are presented. We attempted to capitalize on protected education time for the interns (Thursday mornings for surgical interns and Thursday afternoons for medical interns), but both nurses and physicians found conflicts with their schedules. Despite the program being mandatory for participants, more than half completed only two or fewer of the five sessions.
We evaluated this curriculum qualitatively and quantitatively using entry tickets (a self-report of practice), individual session evaluations, the Relational Coordination Survey, and semistructured one-on-one interviews. These tools gave us both quantitative and qualitative data. Entry tickets and session evaluations provided immediate feedback on content and format of the program. Participants had difficulty stating the topic of the preceding session on the entry ticket, often citing "communication." Despite not knowing the topic, some participants said they had practiced its skill on the clinical unit.
Session evaluations highlighted requests for relatable scenarios such as text paging and call escalation and for inclusion of more professions so that members of each profession could play their own roles in the role-play activities. This feedback was brought up in the semistructured interviews as well. We set up roleplays of discharge planning and changing goals of care, which we believed provided opportunities for disciplines to share their unique perspectives. This was perceived as beneficial; however, some of the aha moments that boosted interprofessional empathy stemmed from situations in which nurses held physician pagers and experienced firsthand the burden that accompanied carrying a pager. Likewise, participants requested the incorporation of text paging into scenarios, as some nurses learned of its value over numeric paging for the first time during the sessions. To early-career participants, simulation exercises with representatives from relevant disciplines may be more helpful in gaining confidence as equal members of an interprofessional team than attempting to play roles with which they cannot identify.
RC significantly improved following our curriculum. As a measure of relationship and communication, it is not surprising that educational activities that utilized shared space and shared reflections were associated with elevating RC. Practicing relational and communication skills in a neutral setting prior to practice on the clinical unit helped frame communications in a collegial setting. Empathy toward each other, acquired over weeks of sharing experiences, cultivated an atmosphere of mutual respect, which in turn facilitated the exchange of shared goals and knowledge. We provided concrete tools to help maximize these exchanges. Some weeks, we provided participants with taglines to assist with wording until they found their own words to check for understanding of what a speaker said, to solicit another's perspective, and to find common ground. These taglines included the following:
• "Let me make sure I understand you correctly."
• "What is your perspective on this?"
• "What is it that we both agree on?"
• "Your body language does not match what your words are saying."
The educational content was augmented by the provision of unstructured social time. Thus, the rise in RC may be attributed to the combination of both content and socialization. Our analyses did not allow us to extract the influence of one aspect of the curriculum over another. Many positive remarks were made about the benefits of the social opportunities allotted.
Session evaluations and interviews revealed a desire for more unstructured time to allow participants from various professions to talk freely about roles, responsibilities, and workflow challenges. Opportunities to socialize off the work unit and build social relationships that preceded work relationships may have been as valuable to the participants as the content of the curriculum. While nurses voiced their feelings of intimidation in regard to physicians at the beginning of the curriculum, they gained comfort in speaking with physicians and thus gained perceived legitimacy as vital team members. This has implications for flattening the traditional hierarchy, which has been cited as the largest barrier to interprofessional collaborative practice. All participants emphasized the benefit of the rapport they developed within and between professions as they progressed through the curriculum. Relationships that are grounded in empathy for one another and that stimulate approachability can augment the teaming required by today's modes of health care delivery. High levels of RC cannot be achieved without the relational component. Our curriculum provided participants with tools to enhance interprofessional communication and also with a safe space for mutual exploration of each other's roles and workflow challenges.
Participant narratives disclosed not only the value of interprofessional education and socialization but also the pervasiveness of the unspoken hierarchy within the surgical culture. Our bottom-up curriculum needs the fortification of collaboration and communication incentives for senior practitioners. Educating earlycareer professionals provides a level starting place for instilling collaborative practice, but the perceived hierarchy within professions may pose challenges when these new practitioners return to their units to practice. Additional oversight and coaching by receptive senior practitioners may help novice practitioners retain their collaborative goals.
There were several aspects of our program that went well, and some that did not. First and foremost, champion support is critical to the success of the program. We learned that the degree of buy-in from educational and departmental leadership of various learner groups played an important role in learner buy-in. We suggest that formal introduction of the curriculum and its role within the institution by educational leadership will be important to those wishing to replicate this program.
Providing a diverse, enthusiastic faculty with learning objectives and allowing them the independence and creativity to design their own sessions offered students weekly variety. Sessions followed a standard format but reflected presenters' unique points of view. Incorporating break time with food into each session encouraged unstructured interprofessional conversations. Employing real-life scenarios was particularly helpful for building empathy across professions, especially when nurses carried physician pagers and were able to experience firsthand the burden of being responsible for them.
Aspects of the program that did not go as well as anticipated included transferring practice of the learned skills back to the clinical unit. Some learners perceived that established staff members would push back 19 when novice practitioners attempted some of the skills, hinting at the persistent hierarchical culture of the clinical unit. Role-play scenarios could be improved upon by including participants from other professions such as pharmacy and therapies, so that students could play themselves in staged clinical situations. Students felt unknowledgeable about the values and responsibilities of other roles. Finally, educators may find logistical challenges, especially in scheduling, when attempting to congregate multiple professions in the same room at the same time.
Limitations It was our original goal to host the entire cohort together for each of these educational sessions, but this proved extremely challenging due to scheduling constraints on the individual learner groups. We were able to pair surgery PGY 1 residents with surgical floor nurses and medicine PGY 1 residents with medicine floor nurses. These were the groups who would working together in the future. We did not use a control group to measure natural development of RC without an educational intervention. We also did not control for the impact of the downtime embedded in each session by using comparison groups that included time for socialization but no education. These alternative groups might have helped us differentiate the value of socialization versus education in elevating RC.
A larger sample size for one-on-one interviews would have represented the attitudes of the RNs and MDs more reliably. However, only eight out of 41 participants volunteered to be interviewed. We interviewed two participants representing each category of nurses and interns, but with a small sample size, not all perspectives may have been voiced. Compensation for the interviews was in the form of a gift card, which may have motivated some participants to be more willing to be interviewed than others.
Moving Forward
We will continue our efforts to improve collaborative relationships of our early-career physicians and nurses. As part of boot camp for incoming surgical residents, they receive a brief introduction to RC and the structural and work-process interventions already in place. Then, we assemble as many of the nurses, social workers, clerical staff, and interns as possible for a social lunch and activity to learn interesting facts about other people on the unit. Nurses and physicians can look forward to shadowing each other for 2 hours three times during the year. We have begun a new pilot study for which the five categorical general surgery interns are paired with five nurses. They receive an overview of the five collaborative skills used for the preceding study and enjoy a chili party. The five intern-nurse pairs then meet for lunch five times over the course of the year during which time they check in with each other about how their skills are evolving and any other relational issues that come up organically. Conversation ground rules apply. We hypothesize that periodic semistructured conversations within the context of relationship building and RC will have a positive effect on both RC and attitudes toward interprofessional collaboration.
